Primary pyomyositis is a purulent, mostly staphylococcal infection occurring in skeletal muscle, with no obvious local or adjacent cause. 1, 2 It is classically an infection of the tropics, although it is reported in temperate climates with increasing frequency. Tropical pyomyositis occurs predominantly in children aged between 2 and 5 and in adults aged between 20 and 45 years, whereas the majority of temperate pyomyositis cases occur in adults. 1, 2 We describe the clinical and magnetic resonance imaging findings in a Swiss newborn with primary pelvic pyomyositis.
Case
After an uneventful pregnancy, a healthy, HIV-negative, nondiabetic, 28-year-old, gravida I Swiss woman delivered vaginally at term a clinically healthy boy in the cephalic position with a body weight of 3.670 kg and normal Apgar scores and umbilical blood pH. An oral dose of 2.0 mg vitamin K1 was given. At around 2 days of age, the exclusively breastfed newborn was noted to be moderately lethargic with a blood sugar value of 0.70 mmol l
À1
(reference: 2.50 or more). Owing to difficult peripheral venous access, an umbilical venous catheter was placed and parenteral glucose administered.
The child was noted to have a decreased tendency toward spontaneous flexion and extension of the right hip at the age of 6 days. On examination, the child had an axillary temperature of 38.7 1C, a heart rate of 146 b.p.m. and a respiratory rate of 36 per minute. Observation of the pelvis, thighs and knees did not disclose swelling, discoloration or asymmetry. The right hip was flexed but not abducted, its voluntary motion reduced and passive hip extension and flexion made the infant cry. However, the body and the greater trochanter of the femur were not painful on palpation. The remaining clinical examination was normal with the exception of mild heel bruising secondary blood sampling procedures. Blood examinations revealed an increased white blood cell count of 16.8 Â 10 9 /l, a mildly decreased platelet count of 116 Â 10 9 /l, and a severely increased C-reactive protein of 127 mg l À1 . Blood culture subsequently showed growth of a methicillin-susceptible Staphylococcus aureus. Ultrasound did not detect hip effusion or thickening of the periosteum. A working diagnosis of skeletal infection of the right hip was made. The boy was initially treated with high-dose intravenous co-amoxyclav plus gentamicin, which was subsequently changed to flucloxacillin.
A magnetic resonance imaging scan of his pelvis, performed on the fourth day after starting antimicrobials, did not disclose any osseous lesion or effusion. In contrast, the study revealed signs of inflammation and swelling within the right iliopsoas tendon and muscle ( Figure 1) . In retrospect, a mild swelling of the right iliopsoas muscle as compared with the left one was noted on the ultrasound scan performed 4 days earlier. On antimicrobial drug management for a total of 14 days, the clinical and laboratory course was uneventful. At last follow-up, the 6-month-old infant was well and the clinical hip examination normal.
Discussion
The positive blood culture for S. aureus and magnetic resonance imaging prove the diagnosis of primary pelvic pyomyositis in our Swiss newborn infant.
Neonatal staphylococcal bacteremia 3,4 is sometimes associated with immunodeficiency. More frequently, as in this case, it is a hospital-acquired infection (most often following umbilical or central intravenous catheter use).
Neonatal pelvic pyomyositis [5] [6] [7] [8] [9] [10] is by far less frequent than septic hip osteoarthritis. 11, 12 Thus, clinicians encountering a septiclooking newborn with a decreased range of motion of the hip initially consider septic osteoarthritis as the working diagnosis. However, if the ultrasound exam fails to detect periosteal thickening and especially hip effusion, alternative diagnoses, such as pelvic osteomyelitis or pyomyositis, should be considered, and further imaging studies performed. For the diagnosis of pyomyositis, magnetic resonance imaging is the modality of choice, as it clearly defines the extent of the infection and differentiates between the early stage of diffuse muscle inflammation and subsequent abscess formation.
1,2 On the other hand, our experience and the literature suggest that a careful review of the ultrasound exam can be useful in the initial diagnostic investigation. 1, 2 As regards therapy, in cases with a frank abscess, such as the six newborns reported earlier in the literature, 5-10 both antibiotics and surgical drainage are required. However, in cases without a frank abscess, as in this case, management with antibiotics alone will suffice.
In conclusion, the early diagnosis of primary neonatal pelvic pyomyositis is challenging. Magnetic resonance imaging is warranted in patients with clinical features of septic hip osteoarthritis if ultrasound fails to detect hip effusion or periosteal thickening. Figure 1 Axial T1 (top) and T2 (bottom) weighted magnetic resonance images without contrast medium at the level of the femoral head in a male newborn with the working diagnosis of skeletal infection of the right hip. The T2-weighted image with fat saturation shows swelling and signal increase of the right iliopsoas muscle and tendon (arrow). No signal alteration was found in the bone marrow of the right proximal femur.
